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(#) City or town. : e
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al anﬂ" c.

{¢) Name of hospital or insitution:

o 5 South /5 St.
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{1 oot in hoanital or {zstituticn, writs stesel number or locatlon)
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T4 yrs.
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{2) II forelgn born, how long in 1. 5. A2 0 years.
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8. (b} If veteran,
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6. Color or
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8. () Name of husbandorwlfe .. . ... 8. (¢) Age of husband or wife if
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7. Birth date of deceared_____OM BY.

8. (a) ﬁngl ., widowed, married,

orcedM_‘_a_ﬂ.ﬂA

&
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(Mooth)

(Duy) (Year)

MEDBICAL CERTIFICATION

20. DATE OF DEATII: Mon

21. I hersby certify that I artended the d d h'om% rz
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8. AGE: Years Months

i | 7

Days If less tkan one day

/l 7 VROV, . : (R, . .+ .}

+ Industry or busines.

{

18. Birthplace .

Due :o_mg&if_w-—n

Due to
9. BlrthD!acek;_ar M‘l"\“’l \‘e‘ .M."a
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18.

18.

{

(e}

(a)

16. Blrthpl

14, Malden lﬁ ) -
F

Buyra:

(Buarial, crematiax, or ramaval)

Places bunal or crematio)

{a) Sigratnre of fureral diroctor_@
. (b}

Address,

_,____ﬁ_d

CEeY .z

22, If death was due to external causes, fill in the fotlowing:
(o} Accident, suicide, or homidde (W

.

(3) Date of occurrence

() Where did injary occur?___{ YAl —

(Clty ar 10wn) {Conniy) {Stats)
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STATEMENT BY LICENSED EMBAIMER
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working under my personal supervision,
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Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hm OWN HANDWRITING. (Failure to comply with

the above constitutes grounds for revocation of license.)
If this body is not embalmed, above space should be left blank.




